infants, creating significant public health concerns (Abrams & Curran, 2007; Gress-Smith, Luecken, Lemery-Chalfant, & Howe, 2012) . For instance, the number one cause of maternal death within the first year after birth of a child in the United States is PPD resulting in maternal suicide (Doe et al., 2017) . Experiencing PPD puts mothers at an increased risk of having decreased self-efficacy, feelings of sadness, worthlessness, perceptions of incompetence, and decreased sense of self-worth (Edhborg, Nasreen, & Kabir, 2011; Letourneau et al., 2012) .
Postpartum depression is impacted by environmental factors such as access to affordable prenatal healthcare and family planning services, racial discrimination, and pay inequity (Sidebottom, Hellerstedt, Harrison, & Jones-Webb, 2017) . Similarly, since lack of paid maternity and paternity leave impact family financial situations, family leave policies are related to postpartum mental health (Séjourné, Vaslot, Beaumé, Goutaudier, & Chabrol, 2012) .
Postpartum mental health issues are statistically associated with lack of supportive employment or paid leave (Dagher et al., 2009 ).
Minority race and ethnicity and undocumented or recent immigrant status is related to low socioeconomic status, and therefore PPD rates (Atkins, 2010; Segre, O'Hara, Arndt, & Stuart, 2007) . These factors indicate the necessity of understanding the intersectional nature of postpartum mental health through the lens of race, ethnicity, and socioeconomic status.
Postpartum depression affects women from all socioeconomic backgrounds and races. However, PPD disproportionately affects African-American women (Ehrlich et al., 2010) , Native-American women (Baker et al., 2005) , Latina women (Liu, Giallo, Doan, Seidman, & Tronick, 2016) , and those with lower socioeconomic status (Savitz, Stein, Ye, Kellerman, & Silverman, 2011) . Even though extant research indicates the increased prevalence among such marginalised populations, qualitative research investigating unique lived experiences of mothers who have PPD and belong to more marginalised groups is limited. Since the very definition of a mother can differ vastly between and among cultures (Thomason, Flynn, Himle, & Volling, 2015) so too does the experience of PPD (Scharp & Thomas, 2017) . As such, the purpose of this qualitative interpretive meta-synthesis is to gain a better understanding of marginalised women's experiences of PPD through synthesising experiences of African American/Black women, Latinx women, First Nations/ Indigenous/Aboriginal women, recent immigrant women, and lowincome women.
A qualitative interpretive meta-synthesis (QIMS) is a social work-specific method designed to review qualitative data with the purpose of identifying and synthesising themes surrounding phenomena found in existing qualitative literature (Aguirre & WhitehillBolton, 2013) . QIMS is a relatively new method and therefore has been utilised in only a few articles to synthesise data. QIMS has been used to synthesise data concerning topics of social justice like exploring minority police encounters (Nordberg, Crawford, Praetorius & Smith Hatcher, 2016 ), the experiences of child soldiers (Brownell & Praetorius, 2017) , and children's exposure to intimate partner violence (Ravi & Casolaro, 2017) . Concerning the topic of minority population's experiences with mental health, one QIMS explored immigrants' experiences trying to access healthcare (Maleku & Aguirre, 2014) , but to date, no QIMS has considered the experiences of marginalised populations with PPD. The research question for this study is "What are the PPD experiences of women belonging to marginalized populations?"
| ME THODS

| Design
Qualitative meta-interpretive synthesis allows not only for the extraction and synthesis of existing themes across qualitative literature but also for the development of new themes within the desired research realm. QIMS was developed to synthesise themes across qualitative literature from a social work perspective (Aguirre & Whitehill-Bolton, 2013) . Additionally, since QIMS strives to "create a new, deeper, and broader understanding" (Aguirre & Whitehill-Bolton, 2013, p. 283 ) of a phenomenon, the mission to further investigate diverse sociocultural experiences of PPD aligns well with such methodology. QIMS is a process wherein a research question is developed, then a systematic sampling approach is developed, followed by analysing the extracted data through coding, theme extraction, theme synthesis, and ending with triangulation.
| Instrumentation
The authors are the main instruments of this study, as is frequently the case in qualitative research. One aspect of QIMS methodology is to state author positionality on the subject studied for transparency, reflection, and bracketing (Aguirre & Whitehill-Bolton, 2013) . It is important to declare insider (etic) and outsider (emic) positionality
What is known about this topic
• Postpartum depression affects 13% of all women.
• Postpartum depression is the number one cause of maternal death within the first year after birth in the United States.
• Women who are marginalised experience postpartum depression more frequently.
What this paper adds
• Knowledge about the poverty-specific experience of postpartum depression.
• Evidence of how culture can impact postpartum depression formation and outcomes.
• Insight into how abuse history interplays with the postpartum experience for readers of research to further lend credibility and transparency to the QIMS process. As such, brief descriptions of the authors follow.
| First author
My research interests include experiences of PPD, motherhood, and gender-based violence among those in marginalised populations.
Although I have not experienced PPD myself, as a mother I am aware of the many impacts the symptoms of PPD have on the lives of those involved. Similarly, I am not strictly from a disadvantaged population as I am White, highly educated, and middle-class and had access to multiple resources during my pregnancies and postpartum periods. Given that I have not experienced PPD and am not a part of a marginalised population, I approach this research from an etic perspective.
| Second author
My research interests centre around the problem of intimate partner violence (IPV) and gender-based violence. While I personally have never experienced IPV, I have had countless family members, friends, and colleagues who have experienced violence and dealt with the consequences; one of those consequences was postpartum depression. I have no children and have never experienced postpartum depression. Also, I am a White woman and have never been considered a minority. Therefore, I approach this topic from an etic perspective.
| Third author
My primary research area focuses on social inequalities in education and other issues affecting low-income, ethnic minority youth. My previous research has been both qualitative and quantitative. While I have minimal experience with PPD and sexual trauma, as a Licensed Master Social Worker, I have several years of practice experience with individuals belonging to marginalised populations that are affected by other mental health and behavioural issues. Likewise, I
am an African-American woman who has often been discriminated against or excluded based on both my ethnicity and gender. I come to this research from an etic perspective.
| Sampling criteria and process
Qualitative studies were found using computer-based databases in the English-language which contained literature from a multitude of disciplines. The search for literature included dates ranging from 2008 to 2018, and the search was completed on January 18, 2018.
A broader database approach was taken since PPD is often studied among nursing, medicine, social work, public health, midwifery, and psychology. Peer-reviewed journal articles and grey materials such F I G U R E 1 Quorum chart as dissertations were included in the search. The qualitative studies were found in a four-phase search process (see Figure 1) . Indian, Hawaiian, Alaskan Native, Sioux, Cherokee, Navajo, and First Nations. Finally, phase four integrated the keyword terms used above regarding PPD depression with the addition of keywords such as African American, Black, Latina, teen, and adolescent. This study pursued qualitative studies that included specific findings on experiences of PPD among marginalised women. Exclusion criteria were quantitative research, lack of focus on specific population, and lack of supporting quotes within the article. Inclusion criteria included qualitative research on experiences of women who were either nonWhite, in poverty, or at some other disadvantage such as being a teenager or living in a rural environment. Furthermore, studies were included if they included quality criteria such as relevance, clarity, appropriateness of design, sampling method, appropriate data analysis, and reflexivity of the authors as outlined by Mays and Pope (Mays & Pope, 2000) . The first two authors independently assessed each article for quality and included only articles that quality assessment was unanimous for. Following an abstract and title review, of 68 total located articles, 56 articles were excluded for irrelevance to the research question, nonqualitative methodology, lack of quality, or lacking descriptive quotes within the text. Additionally, only articles discussing North American populations were included in the QIMS since experiences of PPD in drastically differing political environments may not translate the same. A total of 12 qualitative studies published between 2008 and January 2018 were utilised for QIMS (see Table 1 ). Two of the included studies are dissertations, and the remaining 10 are from peer-reviewed journal articles.
| Theme extraction
As aligned with QIMS methodology, our initial theme extraction involved extracting the themes from the original studies included in the QIMS (See Table 2 ). These original themes and any subthemes were extracted and reported verbatim to keep the original author's interpretations intact. Although all three authors approach this study from an etic perspective, the first researcher is deeply invested in the subject matter. As such, the initial extraction was conducted by the second author before the coding process to minimise any bias from the first author.
| Synthesis of themes
The first step in analysis used a less linear approach to synthesise themes, adopting the data analysis spiral approach by Creswell (2007) . More iterative in approach, this step consisted of constant comparative analysis using quotes pulled directly from the 12 studies. Quotes were coded by the first author within atlas.ti (v7.5.18) and between the three coding sessions, the first author took reflective pauses to review notes and questions about the themes that were emerging. Proposed new themes from the original themes were made by all three researchers through an iterative process in which they discussed the original themes and how to synthesise the similar original themes. The coded themes were then compared to the original themes and the proposed synthesised themes from the original articles and then reflected upon.
Additionally, meetings among the three researchers to discuss emerging themes and provide context for descriptions and classifications of themes were held on three separate instances. Finally, per the data analysis spiral, representations of the themes in the form of a table were created.
| Triangulation
Regulating trustworthiness of qualitative research is integral to the QIMS process. The theme synthesis process of QIMS utilises triangulation (Aguirre & Whitehill-Bolton, 2013) . Triangulation aims to use multiple measures to corroborate findings in qualitative research to increase dependability and trustworthiness of the findings (Miles & Huberman, 1994) . There are four defined triangulation processes which are methods, sources, analysts, and theoretical perspectives (Carter, Bryant-Lukosius, DiCenso, Blythe, & Neville, 2014) . This study utilised three of the four defined triangulation processes.
Earlier QIMS studies suggest that qualitative meta-syntheses using data from numerous qualitative traditions such as grounded theory, phenomenology, and ethnography can enhance the value of the findings (Aguirre & Whitehill-Bolton, 2013) . This study included studies which used grounded theory, interpretive Heideggerian approach, and narrative analysis to address method triangulation. The 12 studies included in this QIMS had a total sample of 289 participants, addressing source triangulation. Furthermore, we used triangulation among analysts during the theme synthesis process to minimise potential bias in thematic coding. 
| RE SULTS
TA B L E 1 Demographics of studies included in QIMS
| Theme 1: Intersections of poverty and PPD
It is difficult to tease out how poverty-specific afflictions influence the PPD experience. However, in 9 of the 12 articles, women described various facets of poverty that specifically related to their PPD. For many of the women, the financial impact of raising a child was not restricted to formal childcare costs but also included the cost-benefit analysis of returning to low-wage work once their child was born. The choice between staying home with their child and losing wages or continuing work and paying for childcare contributed to PPD symptoms. One participant described the complexities of deciding whether working or staying home was more economically advantageous:
I went from a $40,000 a year job down to $8.50 an hour because my employer laid me off while I was on maternity leave. That was fun. A sacrifice, you know.
OK, am I going to go back to work and work 20…be on call 24/7, possibly work six 8-hr days a week, or am I going to be a mom? (Sterling, Fowles, Kim, Latimer, & Walker, 2011, p. 45) .
Another participant who worried about going back to work so soon, but her financial situation necessitated it, mimicked this sentiment saying, "I didn't want to go back to work when he was six weeks old 'cause he's still a newborn, and that will make me feel even worse if I do something like that. Now I have to go back to work" (Abrams & Curran, 2011, p. 378) The avalanche of circumstances that can come crashing down on mothers with limited financial resources was evident as well.
Naturally, financial and logistic concerns are not isolated to those in poverty. However, the complex interaction of having a newborn while in poverty emerged as a particularly important point among the quotes within this theme. Another participant related, Well, just recently my apartment was broken into and the fact that his Medicaid for some reason was cancelled so a lot of things was happening within the last 2 weeks all at one time. So that in itself I don't want to say almost drove me mad but it put me in a funk...
Like I really was depressed (Abrams & Curran, 2009, p. 357 ).
Indeed, within these studies, the hazards of poverty drew the mother's attention away from the baby, often contributing to their PPD. One participant discussed how the relentlessness of poverty was causing her stress which was exacerbating her PPD, stating, "they tell me not to stress when I have rent due and electricity,
DWP (Department of Water and Power) and a car note and insur-
ance and a baby behind me and you're telling me not to stress?" It's mostly about money. What am I going to do?" (Clarke, 2010) .
Similarly, the quotes tell a story of the medical narrative insisting new mother's focus on wellness for the baby's sake, while conversely not being able to uphold that wellness due to poverty. A participant illustrates this disconnection between what postpartum women are told to do versus their reality asserting, "That's going to be a lot on me, worried about paying my bills and taking care of my other children. So I mean it's not just all about eating healthy and worrying about gaining weight, it's a lot." (Raymond et al., 2014) Another aspect of PPD that was relevant to poverty was fear of losing custody of their children. Although involvement with Child Protective Services (CPS) is not limited to marginalised groups, removal of a child has been historically linked to racism and classism (Mandel, 2005) , and for those who cannot afford necessities, the fear of losing their child is very real. Moreover, the combination of poverty and maternal despondency prompted some women to fear losing custody of their children. For instance, a participant discussed previously losing her children to CPS and how that fear contributed to her PPD. She said:
I think it was just being so stressed out because I just recently got them back. They were living with their auntie this past couple of years so I was worried that Fear of losing their children was also cited as a barrier to seeking help for PPD since they were afraid that combined with poverty, PPD would create a sum equal to maternal ineptitude. One participant shared this sentiment:
My biggest concern is that people will think I'm crazy or that I'm not normal and then they're going to come TA B L E 2 Original themes extracted from studies to poverty such as living expenses, child necessities, and lack of affordable childcare all contributed to or was the cause of, their PPD.
| Theme 2: Culture and PPD
One facet of the non-White dominated conversation is that differ- There's so much going on [in my country of origin, after a woman has a child] usually, that you don't have time to be depressed or sad! And you get pampered quite a lot-for 45 days you don't leave the house, and a woman comes and gives you a massage every day, and your relatives come to help you with the baby, so really you get quite pampered. You don't realize it until you come here and miss it… (Ahmed et al., 2008, p. 298) .
Another expressed how this difference in culture influences postpartum care in the United States and how the PPD experience can get lost in cultural translation:
They send you to another person who is not aware of how to take care of the Hispanic culture. Then they say that this woman is getting crazy over nothing, and then we do not receive the care that we really need (Callister, Beckstrand, & Corbett, 2011, p. 446) .
Broadly, the culturally incompetent care and differences in postpartum treatment as compared to their culture intensified PPD symptoms for these women.
| Subtheme 2a: I keep it to myself
The intersection of culture and PPD was also evident in familial response to PPD. Some cultures do not acknowledge PPD in the same way as Western cultures, therefore causing some of the participants in these studies to keep symptoms to themselves. Attempting to discuss it with family, one participant relates her experience, say- This cannot be easily accepted" (Callister et al., 2011, p. 444) . This difference in the conceptualisation of depression can be stigmatising as well, prompting women not to discuss their PPD symptoms with anyone. One woman related how the potential for stigmatisation kept them silent, saying, "And I kind of feel like I don't want to talk about it, I feel shy telling people about how I feel, like I feel embarrassed" (Ahmed et al., 2008, p. 300) . Similarly, another participant denoted how the role of the mother in culture can keep a woman from sharing her feelings of depression, saying:
In the Hispanic culture, the mothers always do everything, like taking care of the children, cleaning the house. They are expected to do everything. And people really think less of them when they have expression. Some women [may] think they cannot take it anymore, and that she is going to explode her emotions, because she simply cannot do everything.
There are many women that simply won't say anything (Callister et al., 2011, p. 445) .
In this instance, this pressure on the mother to "do everything" was specific to the participant's culture. However, within the quotes included in this study, forces of mothering could not be delineated to merely a matter of culture.
| Theme 3: Pressures of mothering
The pressure to be a "good" mother and the perceived failings associated with mothering was a persistent theme from within this study.
The pressure of mothering was so prominent within these quotes that all twelve of the articles included in this QIMS had one or more codes relating to the theme. Indeed, three subthemes emerged and are (a) idealised mothering, (b) lack of social support, and (c) "I didn't want this." (Clarke, 2010, p. 64) .
| Subtheme 3a: Idealised mothering
Another participant conveyed the message that being a "good mom" was a part of a societal-imposed rule set and that she had broken that rule, disclosing "sometimes I think I'm not that good of a mom,'cause I do yell at them and stuff sometimes" (Abrams & Curran, 2011, p. 377) . Similarly, definitions of womanhood were tied to the expectations of mothering, particularly financial expectations of being a mother. One participant expressed "It [not working] makes you feel less than a woman, actually, and I felt like that a lot during my pregnancy, especially when you're not able to really bring the dough [money] in.
I mean, my income really dropped tremendously" (Abrams & Curran, 2011, p. 378) .
Other aspects of idealised mothering involved the perceptions of bonding with their newborn children. The larger narrative surrounding the ideal maternal reaction to a new child is that women should be overjoyed and aglow. Movies, television shows, and social media in
Western culture embolden this ideology, as one participant explained "It's weird-you see people having babies on movies and things like that, but you really don't know what to expect" (Jarosinski & Pollard, 2014, p. 193) . Others articulated their worries that their initial responses to a new child did not live up to societal standards. In examining how she thought she should feel, one participant said, "I feel like as soon as she came out I was supposed to feel like, gosh, that's my baby and I'm so in love with her. I spoke with the social worker about it. I felt like maybe there was something wrong with me" (Jarosinski & Pollard, 2014, p. 193) . Another shared "when I first saw her and people were like crying and like, I didn't cry. I just thought 'she finally came out of me'. I really didn't feel anything, which is weird. Like I wanted to feel something, but I can't fake it" (Clarke, 2010, p. 89) .
Conversely, others rebuked the larger social narrative of ideal mother, insisting that there was no one way to mother correctly. One 
| Subtheme 3b: Lack of social support
The pressures of mothering were also inherent in the emergence of the participant perceptions of support. Lack of support was salient within this QIMS and linked to the perception of support was the "doit-all" narrative surrounding motherhood. Some quotes revealed that the other had zero support in caring for the child. For example, many were single mothers and the baby's father was not present in the life of the mother or child. Others were immigrants and had limited or no family. For example, one participant explained how the lack of support contributes to PPD for herself and other immigrants, "being far away from your family is a very hard thing…Overall women probably feel sad because they are very scared, at least I felt scared, at the prospect of having to take care of a new baby" (Ahmed et al., 2008, p. 298) .
Some women also just didn't have familial support either from severing familial ties, toxic relationships, or geographical differences from family. One participant explained her family situation, responding to a question regarding her support network with "nobody really … my sisters are in New York City, my father was a drunk, my mother was a crack head, so you can add it up…. I keep my distance from them" (Keefe, Brownstein-Evans, & Rouland Polmanteer, 2016, p. 503) .
Another explained the difficulty of having no support postpartum:
It is hard because there is only us here, my husband and I. It is hard if you don't have family with you and not having someone to help you out. I didn't have anyone to support me. What am I supposed to do? (Callister et al., 2011, p. 445) .
Ultimately, lack of support created even more pressure on the mothers and contributed to their PPD. The responsibility of mothers to endure all emotional labour postpartum, whether because they were single or because their partners were unaware or unsupportive, was overwhelming and often a source of their friction with their perceptions of a "good mother."
| Subtheme 3c: "I didn't want this"
The patriarchal social pressures which can dictate gender roles often pressure women to feel like mothering should be a part of their identity. When women do not want to identify as a mother, do not even want to be one, or do not feel good at it, it can cause psy- I wasn't really interested in being pregnant. When I had him, I didn't even get to hold him. They just took him and washed him up and checked him out and took him to the neonatal. I didn't bond with him too much. I wasn't interested I guess (Clarke, 2010, p. 90) .
Others reported that the bonding and love took longer than is conveyed in societal expectations. For instance, one participant expressed this duration disclosing "sometimes I was sorry that he was born. And it took me a really long, long time to tell him that I loved him." Similarly, another participant expressed how her response to her child was contrary to the norm "I felt something different, something sad. Whenever she started to cry, I felt desperate, with a desire to run away" (Callister et al., 2011, p. 444) . The feelings that countered cultural norms led participants to feel like they were defective mothers, as one participant shared, "I was watching my boyfriend, and he was bonding with her because he just wanted to hold her. I felt like maybe I should be bonding with her like that, too, and, when I wasn't, I felt like something was wrong" (Jarosinski & Pollard, 2014, p. 193) . Others discussed feeling sad about other countercultural feelings such as hoping for a miscarriage, thinking the child would be better off without them, and resentment of their children. This "defectiveness" was cited in 7 of 12 articles as a reason for their PPD.
| Theme 4: Strengths and coping
Personal strengths and coping mechanisms were a topic frequently discussed in the articles. Although the women included in this study came from low socioeconomic backgrounds, it is important to recognise the strengths and resources which allowed them to cope with PPD. Two subthemes emerged as strategies for coping with PPD: personal strengths and support systems.
| Subtheme 4a: Personal strengths
Personal strengths identified in the articles included any mention of resilience or perseverance to prevent PPD from influencing mothering. Participants in multiple articles included in this study discussed personal strategies for overcoming PPD. Most commonly mentioned was the importance of focusing on their children to help cope with PPD. One participant said, "For me it's more taking care of my kids and making sure that, you know, that they have my love, my attention, my belief that they want from me and everything" (Abrams & Curran, 2011, p. 380) . Another participant also noted how she had to overcome her fears for her child to get her child the help he needed. Finally, participants also expressed the necessity of personal resilience in overcoming PPD. One participant expressing, "You have to work out your stress, you have to overcome it yourself I think… it's your own will" (Ahmed et al., 2008, p. 301) .
| Subtheme 4b: Support systems
Several participants included in the articles discussed how having a support system is helpful in coping with PPD. One participant denoted, "All women need help to do what they need to do. Even if it is a strong mother who has it all down pat, she still needs a bit of help" (Keefe et al., 2016, p. 505) . Participants also noted how getting out of the home and sharing with others aided their recovery. One participant mentioned, "When you go in the community, you get to talk to different people who have different ideas, different knowledge… and you share, so it's more helpful" (Ahmed et al., 2008, p. 300) . Another participant related, "It's nice to talk to other people about it. It's just a sense of joy that you have and you want to tell everybody. It's like diarrhea of the mouth" (Jaronsinski & Pollard, 2014, 192) .
Participants also identified several different forms of support which they turned to when they were in need of assistance. The family was most commonly mentioned as a support system. Several participants stated having family members who were willing to help with housework, care for the children, and even something as simple as listening enabled them to feel less overwhelmed. One participant related, "Being surrounded by family and close friends is definitely a big help" (Ahmed et al., 2008, p. 298) . Another par- Comparatively, another support system identified by the participants was the connection with other mothers who can understand exactly how they feel. One participant said, "It was helpful, but sharing ideas and talking to mothers who have experienced it… it kind of helped more than the counselor" (Ahmed et al., 2008, p. 299) . Participants noted that talking with other mothers helped them to realise they are not alone in their experiences of PPD. A woman mentioned:
It would be great if mothers who feel the same way could get together Because you understand each other, you understand what another person is going through. And you will be able to express it to someone that is going through the same thing… because they had a child and they are going through it. It helps a lot to see that you are not the only one who is going through that. And I think that is a little comforting (Keefe et al., 2016, p. 506) .
Finally, participants also discussed the importance of seeking professional support when they were experiencing PPD. One participant (Jaronsinski & Pollard, 2014) examined her relationship with her therapist and was grateful for the ability to be able to call him whenever she needed someone to talk to.
| Theme 5: Abuse and the postpartum experience
Less salient within the quotes was past abuse history. Even though childhood abuse is a significant predictor of PPD (Ross & Dennis, 2009; Seng et al., 2013) , the qualitative research specifically on the subject is scant. Only three articles within this QIMS included quotes relevant to abuse history. However, experience with abuse significantly impacted PPD for the participants involved in this synthesis. Particularly, past abuse prompted mothers to fear to leave their child alone, limiting their ability to take space from their child.
One participant divulged this:
I actually didn't even think about it (being abused) that often UNTIL I got pregnant. Then it just became so overwhelming because I wanted to deal with it but then again, I didn't because it was too much. And I know family members that DO those types of things and I don't know who to trust. And like even if I'm going to take a shower and my cousin is sitting here. Like what's going to happen in that time? (Clarke, 2010, p. 107 ).
Meanwhile, another mother disclosed that domestic abuse intensified during her pregnancy and impacted her PPD, saying "the minute that I found out I was pregnant, things just changed. I was getting hit on my whole 9 months that I was pregnant….
[I] delivered her with a black eye, he beat me so bad 3 days before I had her" (Keefe et al., 2016, p. 502 ).
| D ISCUSS I ON
Women belonging to marginalised populations are traditionally excluded from social, economic, cultural, or political life. These women have little control over their circumstances and the resources available to them. They become stigmatised, are often at the receiving end of negative public attitudes, and are more likely to experience PPD. The most salient point from this study is how poverty influences PPD.
Experiencing motherhood within the hardships of poverty increases the vulnerability of mothers from marginalised groups. Women expressed difficulty coping with the instability of an impoverished life and multiple responsibilities involved in parenting. The stress of parenting combined with relatively limited finances, lack of resources, social isolation, and limited environmental choices exacerbated PPD for the participants. These findings are vital for the development of future interventions and allow practitioners to understand the complex intersections of marginalisation, motherhood, and mental health. PPD is frequently featured in media as an issue for white, middle-class women which further marginalises those who do not fall into that category (Abrams & Curran, 2007) . With the current maternal mortality crisis for mothers of colour in the United States (Ozimek & Kilpatrick, 2018) , these findings are especially relative to the intersection of class, race, and healthcare access. Moreover, as wealth inequality in the United
States continues to rise (Saez & Zucman, 2016) , particularly for women, recent immigrants, non-English speakers, and those belonging to minority groups (Painter & Qian, 2016) , focus on mental health for these populations particularly centred on PPD is especially relevant.
Culture also plays a vital role in pregnancy and postpartum adjustment (Callister, Beckstrand, & Corbett, 2010) . This synthesis illuminates the possibility that PPD intensifies in the absence of cultural practices, as participants suggested postnatal rituals act as support mechanisms.
Furthermore, healthcare professionals are often unable to meet the cultural needs, often leading to dissatisfaction with care and failure to access services (Teng, Robertson Blackmore, & Stewart, 2007) . The diversity of conceptualisation and manifestations of PPD across different cultures creates difficulty, and sometimes embarrassment, for some women to discuss their symptoms and experiences of PPD (Teng et al., 2007) . In some cultures, the physical and emotional needs of the mother are often ignored due to the maternal role and expectations.
Furthermore, the strengths and coping of those belonging to minority cultures in the United States can be used to influence future interventions for PPD. These marked differences from the otherwise whitecentred middle-class discussion centring around PPD are important because they can influence future interventions and practitioner approach when working with women with different cultural backgrounds.
Indeed, culturally appropriate PPD interventions, such as intervention programmes developed aimed at specific cultural values are effective (Ginsburg et al., 2012) and noteworthy for future research.
| Limitations
The QIMS has some limitations. First, since this is a synthesis of the literature, quotes used for thematic analysis were limited to the original article text. Second, the qualitative findings cannot be generalised to a broader population but instead may be used to inform further research inquiry. The studies included in the QIMS were only from North American populations and therefore are not generalisable to other cultures or populations. Four of the manuscripts included in the QIMS were from two of the same studies, and even though quotes were not duplicated, this limits the diversity of the findings. Third, the definition of "marginalized" was conceptualised uniquely since a lack of relevant qualitative literature existed on any specific non-White higher socioeconomic status population or enough to specify Native Americans or Latinx. Therefore, the research included in the synthesis was gathered by interchanging marginalised groups as search terms. Finally, credibility remains a limitation due to any inherent researcher bias even though multiple triangulation methods were used.
| Implications for future research and social work practice
Being a good mother is the highest calling for many women.
Consequently, many participants attributed symptoms of PPD to failing to meet personal and societal expectations of mothering.
Feelings of numbness towards and not being able to bond with their baby describe the impact of PPD on the mother-child relationship. Additionally, as research suggests, history with trauma is strongly associated with PPD (Wu, Chen, & Xu, 2012) , and narratives within this study suggest triggers related to past abuse are a factor of PPD for the participants. Due to the lack of qualitative research that describes the impact of abuse on PPD, uncovering these experiences is an essential gap in the literature that needs to be filled.
Similarly, social workers involved in pregnancy and postpartum care can be mindful of unique barriers marginaliaed women may face, and appropriately address such barriers. In addition, cultural humility, which is a continuum of knowledge resulting from openness to lifelong learning (Tervalon & Murray-García, 1998 ) that challenges imperialist views of childbearing and birthing practices may help alleviate some cultural barriers for pregnant and postpartum clients with which social workers interact with.
| CON CLUS ION
Postpartum depression is a burden to anyone who is afflicted by it and their families, however, belonging to a marginalised population creates intersections of consequences which can intensify the PPD experience. Practitioners working closely with pregnant and postpartum women of marginalised groups should understand the intersections of poverty, race, culture, and abuse as potential factors which exaggerate the experience of PPD symptoms. 
